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CHAPTER - 1 : INTRODUCTION 
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1.1 Cause of Concem: 


"The child was born and cried, "An infant orying in the night 

fell sixk and died,before 6 an infant crying for the light 

tears dried," and with no language but a cry." 
- Anon - Tennyson 


This is a story of about 14 thousand children who wore born in 
1986-87 in و‎ population of about 147 thousand spread in Lilly; rural, 
tribal, slum and urban areas of five states. They all cried, 34 per cent 
fell sick and 12 per cent died before seeing the candles of their first 
birthday. This tells us what happened to them during their brief journey 
of life from womb to tomb, from cradle to grave. Their life began with 
a ery and ended with a groan. But they all must have cried for the 
light to be thrown on the risk factors reducing the chances of their 
survival and on the failures of their care-takers د‎ their home and nation 
to control them, with no language but a cry. Before eoming to the 


specifics of this story, the national scene is presented first which is 


extremely disturbing. 


Next to China, India has the largest population in the world. 
Today it is around 600 million. World!s 16 per cent, Asia's 28 per cent 
and South Asia's 71 per cent population lives in Indias World's largest 
number of births over 26 million, deaths over 9 million and infant deaths 
over 2.5 million take place in India each year. 17 hell is paved with 


infants! skulls, then India must have contributed the most. 


With almost no fall in birth rates and slow fall in death rates in 
the last decade, India's population is growing rapidly at the rate of 
2.1 per cent per annum. Asa result, net 17 million are adde¿ to India's 


population every year, that is to say, one Bhutan every month, one 


Sri Lanka or Nepal or Afghanistan every year end one Bangla Desh or 
Pakistan every six years. 


In Table 1, Asian countries are arranged in ascending order on the 
basis of infant mortality and corresponding fertility rates are shown, 
Both rates are distressingly high in India. The infant mortality rate 
is as high as 97 in 1985 as compared to 5 in Japan, 22 in Malaysia, 

29 in Sri Lanka and 33 in China and tho total fertility rate is as high 
as 4.5 in 1984 as compared to 1.7 in Japan, 2.1 in South Korea, 2,4 in 
China and 2.7 in Sri Lanka. These countries can be divided in 5 groups, 
i.c. first ono with infant mortality rate (IMR) Less than 40 and total 
fertility rate (TFR) less than 33 the second one with IMR between 40-100 
and TFR of 4 and 5; and 6 third one with IMR above 100 and TER above 5. 
India belongs to the second group; at least 25 years behind the first 


groupe 


Table 2 and Figure 2 show the latest trend of IMR along with its 
neo-natal end post-natal components during 1976-84 both in rural and 


urban areas. The disturbing features of this trend are as follows: 


(i) the urban IMR is almost half of rural IMR; 


(ii) the urban IMR declined slightly from 80 in 1976 to 
65 in 1980 but stabilized around 65 thereafter; 


(iii) the rural IMR also declined from 139 in 1976 to 119 
in 1981 but stabilized around 114 thereafter; 


(iv)  neo-natel IMR (of those dying within one month from birth) 
has not only stabilized in rural areas after 1979 but even 


increased slightly since 1981 in urban areas. 


On the top of it, India is the only country in the world 8 


neo-natel IMR has increased from 68 in 1970 to 80 in 1977 and its snare 
in total IMR from 53 per cont in 1970 to 64 per cent in 1987. 00 
almost 64 per cent infant deaths take place within one month ans 


E. 
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Table 2 and Figure 2 show infant, neo-natal and post-natal mortality 
rates in rural and urban areas of India as a whole for 1976-84. 6 


trends are equally disturbing because 3 


(i) the infant mortality rate which was gradually coming down 


upto 1982 is more or less stabilized; 


(ii) the infant mortality rate in rural areas is almost 200 per 
cent higher thm that in urban 8 due to relatively 
poorer socio-economic conditions and maternal and child 


health care services; 


(iii) the fall in neo-natal mortality which is due to endogenous 
factors related to maternal and birth processes is rather 
very slow and insignificant as compared to the fall in 
post-natal mortality which is due to exogenous factors 


related to disease, infection, malnutrition and egregious 


environment. 


Table 3 and Figure 5 show statewise trends of infant mortality 


during 1970-73 to 1982-84 using 3-year averages. During the last 14 


years, the slowest fell in infant mortality is recorded in Madhya Pradesh, 


Orissa and Jammu & Kashmir. During the first six years, the infant 
mortality rate showed even upward trend in Rajasthan, Haryana, Himachal 


Pradesh, Punjab and Andhra Pradesh, which subsequently started showing 
downward trend. 


Table 3 and Figure 5 show statewise trends of IMR during 1970-84 


using 3 year averages. It shows that 4 
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Table 3 : Infant Mortality Rates in Major States 
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State 1970-72 1973-75 1976-78 1979-81 1982-84 1985-86 
l. Kerala 58 54 48 40 51 83 
2 Karnataka 95 85 85 14 TO 110 
5. Jammu & Kashmir 16 TO 68 15 72 

4. Punjab 107 103. 338 87 74 

5. Maharashtra VOF 99 91 80 79 

6. Andhra Pradesh 112 115 121 95 78 85 
7. Himachal Pradesh 122 100 110 88 73 

8. Tamilnadu 120 109 106 95 83 

9. Haryana 81 107 ۱ 101 95 

10. Assam 154 159 119 104 98 110 
11. Gujarat 142 141 ie As a 108 

12. Rajasthan 126 142 141 107 109 

13, Madhya Pradesh 145 144 145 142 leT 

14. Orissa 1 148 136 142 130 

15 Uttar Pradesh 174 182 174 157 152 


All India Le 21257 129 115 105 
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)3( only in Kerala, Karnataka, Maharashtra, Tamil Nadu and 
Gujarat, the IMR is consistently and steadily declining, 
but 


(ii) in all other states, the IMR showed upward trond initially 
followed by some downward trend later on. Only in Jammu 
and Kashmir, the IMR is rising when in all other states 
it is falling. 


(iii) after 1975, however, the IMR has shown sharper decline in 
Himachal Pradesh, Assam, Andhra Pradesh and Punjab as 


compared to other statese 


In Table 4 ond Figure 4 and 5, an attempt is made ہد‎ arrange major 
states in ascending order on the basis of infant mortality rate end total 
fertility rate (TFR) and also show how they are changing in rural and 
urben areas at two points in time, i.c. 1981 and 1985. The following 
points 6 from them. Out of 17 states for which deta are presenteds 


(i) the rural IMR is going down in 14 states but increasing in 
3 states, ٠ Karnateke, Himachal Pradesh end Jammu & 
Kashmir; 
(ii) the urban IMR is going down in only 6 states but either 
remaining static or going up in as many ag ll states; 
(iii) - the rural TFR (total fertility rate) is going down in 6 
states but cither remaining static or going up in 11 states; 


(iv) worse still is the urban TER which has either remained 


static ox increased in all 17 states. 
(v) both DR and TFR trends are slightly petter in rural areas 
put extremely disturbing in urban areas needing prompt 


attention and correction, 
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In Table 5, major 14 Indian states are arranged in ascending order 
on the basis of IMR and data are presented on TER and other indicators 
of development. This brings out that 6 total fertility rate declines 
elong with the infant mortality rate end both decline as a result of 
improvements in socio-economic conditions and health and family welfare 
services, It drives home the simple point that fertility declines only 
when infant mortality declines which in tum declines only when essential 
socio-economic conditions and health services improve for the largest 
possible number ensuring equi tye Against this macro-levol scene, an 
attempt is made here io investigate the problem of high infant mortality 
and fertility at the micro-level to arrive at feasible snd replicable 
solutions which might work 6 bring domn infant mortality and fertility 
to the lowest level that is possible to achieve with the help of health 
end social technologies that arc already known and must be made available 
equitably without any loss of time which ultimately means loss of infant 
lives, 17 infant deaths out of 50 who are born every minute in India. 
This is the megnitude and challenge of the problem of high infant 
mortality end fertility in India. 


1.2 Purpose of Projects 

This project is guided by the concern for high infant mortality and 
fortility rates and their disturbing trends in the recent paste It is 
an action-Ye search project genuinely interested in understanding anó 
solving the problem during investigation and intervention phases oi about 


two years each. 


During the investigation phase, the purpose of this project ۶ 
۱3۱ b identify risk factors which impinge on the lite of infents 
directly or indirectly and influence tho chances of their 
survival under divergent condi tions; 
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Mean Couole Total Infant 
Age protec- ferti- morta- 
at tion lity . 7 
marr 06 rate 86 


(1961) (1985) (1984) (1965) 


22 38 24 21 
19 52 3.8 68 
19 55 5,8 69 
21 49 امج در کا‎ 
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20 26 :x:$ . 81 
11 22 4.0 83 
18 46 5.0 85 
20 44 fo. 8 
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18 17 5.9 4 


سے 
ee raga KN 7‏ کے بر لے 


به ونم وي ون و مر لوت پوري 


> مود ونی سے ہے دے سے a‏ 


Profes- 
sional 
birth 
a 


ol didi‏ و 


Indicators of De 


Female Nurses 
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(1981) (1984) (1983) 


66 62 
37 46 
28 17 
34 92 
30 18 
25 55 
20 24 
22 35 
22 16 
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16 17 
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Table 5 3 
Popula- 
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ci poverty 
lin 
(1985) 
Kerala T 
Maharashtra 25 
Karnataka 55 
Punjab 14 
West Bengal 29 
Tamil Nadu 40 
Andhra Pradesh 36 
Haryana 16 
Gujarat 24 
Bihar 50 
Rajasthan 2۸ 
Madhya Pradesh ۸6 
Orissa A? 
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(ii) to examine tre nexus of relationship between infant mortality 
end fertility and the manner in which they tend to influence 
each other and get influenced by other risk factors singly 
or jointly; and 

(iii) to suggest appropriate interventions to prevent and control 
risk end bring down infent mortelity and fertility 


simultaneously. 


During tre intervention phase, the purpose of this project would be: 


(i) to plan and implement appropriate interventions on en 
experimental or pilot basis in one PHC area in each state 
already studied with help ond cooperation from local 


orgenization and government; 


(ii) to monitor and evaluate efficacy and effectiveness of 
interventions in bringing down infant mortelity end 
fertility; and 


(iii) to determine their feasibility and replicability before 


they are introduced elsewhere. 


With this purpose in view, 8 project was taken up in 5 states. The 
risk approach that was followed es a methodological tool; the risk 
analysis that brings out "at risk! target groups and priorities of 
interventions suited to different areas; and the summary of results end 
conclusions besed on that are presonted for all 5 states in a consolidated 
and comparative manner in the following chapters. However, the reader is 
requested to refer to statewise reports for more details and elaborate 
In that sense, this is a condensed end consolidated report 


interpre tations. 
based on statistics available for 5 states presented rather briefly for 
the benefit of scientists end practitioners seriously interested in 
oblem of high infant mortality and 


lso in other states to the extent 


understending ond solving the pr 
fertility not only in 5 states, but a 
findings and suggestions are relevent to them. 


CHAPTER = 2 5 METHODOLOGY 


2.1 Risk Approach 

As mentioned carlier the purpose of this project is to identify 
risk factors and detrimental practices responsible ior high infant 
mortality and fertility and to suggest appropriate interventions to 
pring down both infant mortality and fertility to the lowest possible 
level. For this purpose 4 risk appronch, which integrates both medical 
science and social science approaches, is followed here. This approach 
involves the following stages which are briefly discussed in his 
chapter. 

i Soleotion of population groups living in specific regions 
or areas which are served by the existing system of health 
and family welfare services such as hilly, tribal, rural 
urban and slum 1۰ 

ii. Enumeration of sample population with a view to identify 
currently married women in general and thos in particular 
who have had live births in the last two years. 

iii. dollection of basic data about sample population) Health 
«personnel serving that population) health and other com- 
plementary facilities and services that are available for 
she population and the totality of risk factors responsible 
for infant mortality and fertility. 

iv. Specification of gestation and growth period during which 
risk factors operate and influence survival chances for the 
infant, i.e. nine months before and 12 months after child 
birth. 

Ve Identification of categories of risk factors in which the 
incidence of infant mortality increases simificantly. 

yi. Computation of prevalence pate i.e. percent births in risk 
category; incidence rete i.e. the number of infants dying 
within one year from birth out of 1000 live births in a 
year; relative risk 1.2. incidence rate of infant deathis 


in risk category divided by that in non-risk category; 
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and absolute risk i.c. estimated infant deaths (that could 
co saved ifbeiskved if risk is totally oliminated) arrived at by 
multiplying exccss relative risk by prevalence rate. 
vii. Identification of tat risk! target groups needing prompt 
attention on the basis of relative risk and prioritization 
of appropriate interventions to be implemented immediately 


on the basis of attributabhés risk. 


2.2 Population | Groups 

For the purpose of this project it was decided to select hilly 
and rural areas of Uttar Pradesh, rural and tribal arcas of Madhya 
Pradesh, tribal areas of Orissa, rural and urben arcas of Karnataka 
and slum areas of Bombay. 06 state-wise list of districts selected 


in each erea is given telows 


List of Districts $ Selected for the Study 


Uttor Prodesh | Madhya, Pradesh 
A Hilly Districts (5) Rural & Tribal Districts (10) 

l. Pithoragarh poe 1. 31586 
2, Amors 2, Ratlam 
je Tehri-Garhwal 4. Raipur 

Rajnandgaon‏ .4 تن 

Rural Districts (5) P Guns‏ و 

1. Banda 6. Indore 
2, Basti 7. Shedole 
3, Sultanpur 9. Ujjain 
A, Rai-Barrielly 9. Damoh 
5. Etawah 10. Bastar 
Orissa Karnataka, 
Tribal Districts (5) Rural and Urban areas تم‎ of. districts(5) 
1. Mayurbhanj 1. Tumeur 
2, Koraput 2. Belgaum 
46 Sundergarh و2‎ Hassan 
4. Keonjhar 4. Bidar 
5, Phulbani 5, Raichur 
Bombay city Slums (10) 
1. Mukund Nagar 6 Majargoam 
2, Social Nagar 7. Nimani Bagh 
5. Bharat Nagar 8, T.B.Colony 
A. 57 9, Farid Nagar 


Cundavali 10, Tembi Pada‏ نا 
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2,5 Sample Design 

In order to study neo-natal and post-natal infent mortality in 
each population group separately using risk approach about 250 infent 
deaths were required for analysis. In 7 to get 250 cases of deathss 
about 15,000 houscholds were required to be covered. Depending on 
the infant mortality rate and time and cost involved in covering 
required number of households the sample size recommended for various 
population groups 8 as follows: 


ai‏ ا سم ا ا a‏ یر رو E‏ سس« 


08 0 Population Districts/  Block/ Clusters/ 
State/City groups Cities Charges Villages/ Households 
Wards 
i. Uttar Pradesh Hilly 5 6 60 9,000 
Rural 5 10 100 15,000 
ii.Madhya Pradesh Rural(low IR*) 5 10 100 . 15,000 
Rural(high IR*)5 10 100. 15,000 
iii Karnataka Rural 5 10 100 15,000 
Urban 5 10 100 15,000 
iv. Orissa Tribal 5 10 100 15,000 
y. Bonbay Slums 10 10 100 15,000 
Total 8 45 16 760 0 
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*IR means immunization rate as a proxy to choosa rolative worse and 
better districts. 

In cach state these districts were sclected purposively on the 
basis of highest percentage of that typical population i.c. hilly, 
tribal, dut; urben and slum while ensuring geographical representation. 

In each district/city/slum thus selected, 2 blocks were selectod 
out of which one was with integrated child development services (ICDS) 
Tho ides was to select one relatively petter and another rolatively 


worse block on the basis of ICDS: OF equivalent sorvicese 
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In each block 10 clusters of 150 households were selected randomly 
for the purpose of enumeration and collection of basic demographic data. 

This was the uniform procedure of selecting districts, blocks and 
clusters of households followed almost uniformly in all 5 states. Only 
in case of hilly areas of Uttar Pradesh 5 instead of 5 hilly districts 
were solected end in each block 8 instead of 10 elusters of 150 house- 


holds were selected due to difficult field conditions having tremendous 


time and cost implications. In Madhya Pradesh, 5 districts with relatively 


petter and 5 with relatively poorer performance of immunieation programme 
were selected rather then those with highest rural and tribsl population, 
while cnsuring regional representation. In anelysis, however, they ere 
merged together as tho immunization performance was not found to be the 
discriminating factor. 
Sometimes it was difficult to find a compact cluster of 150 house- 

holds particularly in hilly and tribal districts. In such cases the 
neighbouring villages or their segments were included in the cluster of 


150 households. 


24 Schedules ل‎ 

Four schedules were designed, pre-tosted, modified and finally 
canvassed to collect the necessary data related to risk factors operating 
at community, healthworker, household and mother child levels. 

Schedule-1 for the community 8 designed to collect data about 
the availability of health, education and infrastructural facilities 
and access to them in kilometers. This was canvassed to local leaders 
or heads of local organizations such as Panchayat, cooperative or school. 

Schedule-2 for the health worker was designed 04 collect data 
about personel end social background, education and sraining, service 
experience end jor satisfaction, trsks porformed and tr ining received, 
correctness of knowledge about risk factors and interventions to tackle 
them in aifferent situations. This was canvassed to dais; Female Health 
Guides, Fomale Multipurpose Workers (ANM), and Health Visitors who 


normally provide MCH and FP services at commmity level. 
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Schedule-3 for household was designed to collect information 
about all usual resident members of households and their basic cherac- 
teristics such as numo, relation, SCX, 289, cducstion and marital status 
and if merried then about age nt marriage and consumation, children born 
alive, survived and dies so far and in the last two years. This wa 
canvassed to the head of household or any other knowledgcable person. 

Schedule-4 for mothers (who have hed live birth in the last two 
years) was designed to collect information about ago, SOX, marital 
status, education, religion, caste, occupation, income, expenditure y, 
material possession, housing, drinking water, sanitation, hygiene, social 
participation and mass media contacts 8 distent risk factors. Similarly 
it was designed to elicit information about socio-economic, cultural, 
environmental and biological risk factors operating boforo, during and 
after the pregnancy for about one year. This was convassod to every 
currently married woman if tho child was born alive in the lest two 
years but did not survive and to every second »ltemative MORES if the 
child born in the last two years had survived. 

Since the main focus of this project was on infent mortality, 
each and every 6٤6 of infant who died end every altemative case 
of infant who survived was covered for indepth and comporotive under- 
standing of risk factors responsible for infent mortality. 

Schedule - 4 was comprehensive enough to collect information 
about 211 possible known risk-factcrs opernting at pro-n2i^l, natal 
and post-natal stages. 

All these schedules were pretestod, item-onolyzed ond revised 
in the light cf pretest experience ond results, expert comments nnd 
suggestions, available literature and findings. They were mostly 
structured, formated, pre-coded ond gelf-explanstory e The boxcs 
and colum numbers were also provided in the Léft-hend margin to 
transfer date smoothly and expedite the subsequent work of date, 
entry on floppies ond processing and analysis که‎ data on personal 
computers according to analysis pleno. 

All printcd schodulos in required number along with original 


à 
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project proposal, instruction manual ond analysis of tabulation plan 
were prepared and finalized jointly by project leaders and advisers, 
finalized and printed in Delhi and sent تد‎ 46 research teams. 
Sufficiently qualified and experisnced investigators were recruited 
and then trained in the art of sclecting semple units, canvassing 
schedules in local languages; coding snd verification for about 8-10 
devs before they were sent to the field for actual date collection. 

Usually one team consisting of 3 investigators and one super- 
visor was deployed for one district with slight variations due to 
local field situations and conditions. The filled-in schedules were 
checked at district end state levels in oll respects before they 
were despatched to Dolhi for centralized date processing snd analysis 
according to jointly vorked out tabulation plan. 

Besides these schedules the team members, porticularly super- 
visorsp were also requested to collect qualitative data regarding 
detrimental cultural practices such as labour, cord and placenta 
managemont ; pre-lacteal, brenst end supplementary feeding and werning 
practices; methods of bathing, cleaning, fondling and rocking 1 
personel hygiene and cleanliness observed pefore, during, and after 
pregnancy 5 prescriptions and taboos related to food, drink, work, 
rest and sleep; rituals and rites observed during, before and after 
pregnancy or chile birth; use of traditional, indigenous, herbal, folk 
and homo remcdics, medicines sna discbiliticss; child preferences end 
discriminations entrenched in local customs and traditions; attitudes 
towards pro, ante and post-natal care and services provided by the 
modern system, etc. Unfortunately no one was willing and able to 
collect such useful qualitative information. Luckily some of it 
was already built-in in tho schedules which coms rather 3457 


the time of interpretation of quantitative data 
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problems still remeined particularly with those generated by Schedule - Ae 
They are as follows: 

1. particulars of the usual resident members of household which 
were supposed to be transferred from Schedule-5, were not 
properly transferred ş 

ii. history of live births, which was supposed to start from 
the last live birth or index child in the reverse order 


was not probed uniformly; 


p. 
po 
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although modical terms of maternal and childhood diseases 
were made self-explanstory by giving the description in 
lay-man's terms and symptoms in brackets, they wore not 
adequately explained at the time of training and systematically 
probed into at the time of interviewing; 
iv, the list of causes of infant death was cleborate enough so 
far as fevers, coughs, digestive, norvous, circulatory 
and general disorders art concerned but not specific cnough 
to record causes peculiar to infancy in one single matrix} and 
y, data related to the history of live births, diseases end 
cause of death, diotary intake, breast and supplemontary 
feeding and pre and post-natal care roceivod was retrospective 
in nature and thorefore suffors from usual problems of recall 
and inhibitions. 
2.6 Range of Variables 
Through all these four schedules it was possible to generate 
data on the following variables having some pearing on infant mortality 
and fertility directly or indirectly. 
A. Variables related to the region 
1. State 
2. Type of population group 
3, Type of block | 
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Variables related to Locality 
1. Size of locality 

2, Percent literates 

3, Percent SC/ST 

4. Health facilitics 

pr Educational facilities 

6. Transport facilities 

ariables related to health personnel 
1. Education 

2, Traingne 

2. Competence 

A. Job-satisfaction 

5. Knowledge about visk-factors. 


Variables rolated to household 


1. Social conditions religion, caste 
2. Economic conditions land, cattle, poultry, kitchen 
(rural) garden gerden 
3, Housing conditions structure, rooms, ventilation, 
kitchen 


4. Environmental conditions drinking water, drainage» garbage, 
disposal, defacation, indoor smoke 


5. Household assets clothes, mosquito nets, watch, 
radio, bicycle otc. 
6. Household income source, earners, earnings 
(monthly) 
1» Household expenditure on food, clothes, education, 


hoalth etc. 
Variables related to family 
1, Family size 
2. Family type 
5. Family literacy 
A, Family history 
Variables related to maternal history 
1. Age at marriage 


2, Age at consumation 


SET 3 


١ at first pregnancy 


of pregnancios 
of abortions 
of still births 


of multiple births 


of births within 2 year interval 


of age 


of births before 18 years 


preterm dclivorics 


of births after 35 years of age 
of infant deaths (0-1 year) 
of child deaths (1-5 years) 


of complications during pregnency 


elivery 


of complications during 0 


of complications/caesarion sections 


t pro-notel, natal and 


d by mother 


No. 
No. 
No. 
No. 
No. 
No. 
No. 
No. 


No. 


E 
4. 
5. 
6. 
fa 
8. 
9. 

10. 

P. 

19. 

15. 

14. 

15. 


16. 


»ricbles effecting index child g 


post-natal stages. 


Birth order 


Term of pregnancy 
Sex of child 
Preceding birth interval 


Preceding birth complications 


Maternal discases during pregnancy 


Meternel malnutrition during pregnancy 


Maternal workload during pregnancy 


Maternal habits during pregnancy 


Maternal diet during pregnancy 


health check-up reccivo 


e received by tho mother 


mother 


Medical attention, 


Ante-natal car 


Immunization roccivod by the 


Duration of labour 
Typo of labour 


Typo of presentation 


Place of delivery 
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18. Tme of birth attundancs 


19. Complication at dclivory oxperienecd by the mother 


A 


20, Complication at delivery experienced by he child 
21. Pre-lacteal feeding given to the child 
22, Breast 

5 Supplementary feeding 


2 
24. Health check up for the child 


نم 


5. Immunization for tho child 
26. Medical attention received by the child at sickness. 
H Variables related to specific outcomes 

1. Morbidity status of tho child 

2. Health status of the child 

3, Growth status of ths child 


A. Neonatal infant mortality (0-1 month) 
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5. Post neo-na al infant mortality (2-12 months) 
6. Toddler mortality (13-24 nonths) 
I Variables related to fertility behaviour and intentions 
after the period of infancy 
1. Pertility status 
o. Ideal sprcins Hotvecn children 
2. Ideal no» of children 
4. Insurance motivo 
5. Replacement motivo 
6. Family Planning intention 


2,0 Analysis Elen 
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A detailed tabulation plan was dovoloped for cach date set 
generated by 4 schedules separately in consultation with project 
leaders end advisors. Once filled-in achodules were received from 
the field agencies, they were scrutinized and checked before directly 
centering tho dato on floppies. After the data were entered on 


floppies they were again checked end scrutinizod before the 


I 
تہ‎ 

نا 
I‏ 


actual tabulation and analysis Which ws done on SIYA-PC-AT computer 
centrally with the help of programmers and consultants. In order 

to maintain uniformity in tabulation lots cf adjustments anc sacrifices 
were made. Uniform set of tables properly generated and odited according 
to analysis plan in triplicate, were sent and adcquately explained 

to project leaders personaily along with the suggestive outlines for 
report writing. Statewise and consolideted, reports are based broadly 

on uni-variate end bi-variate analysis, the gist of which is presented 


in the next chapter. 


OHAPTER-3 : ANALYSIS OF PROFILES 


^ Before going 6 the analysis of risk factors operating at micro- 
level, the situation at the macro-level is presented first for better 
understanding of the processes by which risk factors generally affect 
infant mortality i.c, profiles of communities and health workers on 


the basis of data generated through schedules 1 and 2. 


3.1 Profile of Communities 
The profile of communities surveyed in terms of &ccess to health, 
education and infrastructural facilities is presented in Table - des 
It is considered a8 desirable to have various types of facilities 
within the community itself ۰ rained dai, female health guides 
anganwadi or supplementary feeding centre, women's organisation; primary 
school, non-formal education centre, motorable road and electricity. 
Qut of these, he first four are essential to bring 0 infant mortality. 
Karnataka villages are relatively better equipped with these facilities 
followed by hilly U.P.; Orissa, ۰ and rural وه هلا‎ the percentage of 
communities with these facilities varies considerably 
i. with trained dais, it was less than 30 per cent in UP. $ 
per cent in Orissa, 45 per cent in M.P.; and 56 por cent in 
rural Kamatakas . 
ii. with female health guide, it was 10 per cent in M.P., 20 
per cont in Orissa and rural U.P., T pec cent in hilly ۶ وه‎ 
and 25 per cent in rural Karnatakas 
iii. with anganwadi or integrated child development services 
(ICDS), it was 25 per cent in M.P., 47 per cent in rural 
U.P., 60 per cent in Orissa, 67 per cent in rural Karnataka 
and 77 per cent in hilly U.P», 
with women's organisations, it was 21 per cent in M.P.; 38 


nt in Orissa, AT per cent im yurel U.P., 21 Pel cent 


iv. 
per ce 
in hilly ۰ anà 56 per cent in Karnataka. 
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Tablo 3:4 


Type of Facility E p Prad Cs: 0612 
Hin. Mural. Predesh 
وا‎ Facility within the 

locality. 
i. Uni rained dai D 2 3 
ji. Treined dei 30 27 7 
iii.Fenale Health Guide 9 20 10 
iv. “Angenwadi /: feeding centre”? LY بل‎ 
y. Primary school 85 16 79 
vi. Non-formal education 61, نا‎ 2 
centre 
Yi. . lio torable road 38 17 AQ 
B. Women! s orc ania n 51 47? 21 
ix, Elec bricity 59 0 "T2. 
P. Facility wi within 5 8 

B. Female iul tipurpose 
worker (ANIM) 8 12 60 
ii. Health Yisitor(MCH/FP) 77 70 : 
iii.Sub Health Centre TI 5 65 

iv, Registered Medical 
Practitioner 67 Dh 38 

A Telephone/ telegraph 
affice 62 T2 ۹ 

E Facility within 10 isis 

i. Primary Health Centre 85 80 6 
. Govt, Hospital 62 71 13 
iji Private Hospital 85 q 55 
E. Drug store/phamacisi 3ن0‎ 81 LS 
D, Total Ho, oi iocalities 6 112 369 


Bombay, slums were not available 
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y. with non-formal education centre, it was 28 per cent in 
M.P., 30 per cent in Orissa, 46 per cent in rural U.P., 
64 per cent in hilly U.P., and Tl per cent in Karnataka. 

The higher order services ought to be available within 5 kms 
from the community such as ANM, Health Visitor, suc and RMP and 
still higher order services should be available within 10 kms such 
as PHC, hospital and drug store. Using these distance norms and 
the percentage of communities within these distance norms, سو‎ 
seems to be better off than Karnataka, and M.P. and Orissa appears 
somewhere in the middle. 

Interestingly, Karnataka which is better equipped with essential 
grass-root facilities within communities is having 6 low IMR of 
110 and rural Karnataka which is worst equipped with the same is 
having the highest IMR of 214. Similarly, urban Karnataka which 
is obviously best equipped with higher order services is having 
the lowest IMR of 64. What masters most is having ossential health 
and other complementary services within the community itself to 


bring down infant mortality. 


3.2 Profile of Health Worker? 
Among Health Workers trained dai within the community and 
ANM within 5 kms are the most crucial. Tablo 3,2 8 that 
i. the 2 of dais who are divorced or widowed was 
about 15 per cent in U.P, 22 per cent in M.P., and 
Orissa and 50 per cent in Karnataka. 
ii. except 14 per cent dais in hilly U.P., around 87 per 
cent dais in rurel U,P., and M.P.; and 77 per cent in 
arnataka were found to be illiterate. 
While widowhood and illiteracy retards, training in essential 
tasks facilitates the performance of dais. Tablo 3.3 8 the 


percentage of dais trained in 10 essential tasks which they ought 


alth worker/characterisvic ا‎ Pradesh tM ch a Karnataka. 
Ely "Rural Pradesh Orissa Rural Urban 
A سس ار‎ I یی‎ PA 
A, Dai : Number interviewed 7 2 197 13 66 21 
i. Percent below 50 years 14 19 17 15 12 5 
ii. Percent divorced/sepo aratcd/ 
widow 1۸ 17 2 23 50 52 
iii, Percent illiterate 1h 88 86 0 gu 71 
B. Heeith Guide: No. interviewed 5 9 10 : 15 = 
i. Percent below 20 yeers 0 67 20 25 7 
ii,Percent illiterate 0 0 10 0 HO -— 
C. ANM : No. intervi awed. 32 50 9 71 81 56 
i, Percent below 30 years 6 50 3 23 ۳ 16 
ii. Percent educa attd:imatric € above?) 8A 73 20 79 82 
iii.Percent not sati sfied with job 
conditions 
- renuneration Tt ۶ 2 7 21 1,5 
- equipment 10 2 30 13 21 16 
— supply of medicines 16 8 21 9 22 25 
— cooperation iron people 3 h 11 L 5 2 
^ ٩ 
— cooperation irom seniors 13 a 18 1 5 2 
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Table 5.5 Percentage di stributlo 
received in ess 


health car 


Detection of simple 8 toms 
of diseases & malnutrition 


Identification of"hish risk" 
mothers & infants 


Performing simple deliver- 
ies 


Referral of complicated 
cases 


Tmauni zation of mothers 
& infants 


Orel rehydration treatment 
& diarrhoea 


Monitoring growth of child 
in tems of height & weight 


Sse غو‎ 


he 


5. 


Te 


8, Propozation of breast & iii 


supplanentary feeding 

Propagation of personal ca! 

and enviromentel 6 
AL 


spacing & birth control 


9. 


10, Propagation of birtn 


on 


to perform. In terms of this training, M.P., is the best followed 
by Orissa, Karnataka and U.P. This probably is the reason why M.P. 
has the lowest IMR of 96, 

In addition to training, 8n attempt was also made to find out the 
extent to which dais hava correct knowledge about risk factors and 
situations. Table 3.4 shows that dais in Karnataka are the best in 
this respect followed by Orissa, MP. and ۰ 

The profile of female multipurpose worker لہ‎ ANM in terms of educa- 
tion training and Knowledge about risk factors is also oresented in the 
same table. They show thats 
i. about 80 per cent ANMs are educated upto or above matric in 


U.P., M.P. and Karnataka except 20 per cent in Orissa; 


He 
لم‎ 
* 


above TO por cent of them are trained in 211 essential tasks 
in all states, but the fact that around 10 per cent are still 
untrined in the tasks they perform is disturbing enough to 


emphasise the importance of such training. 


p. 
لا‎ 
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. inspite of their education and training, their knowledge 
about risk factors is far From satisfactory. It is poorost in 
UP. 4m general and hilly UePes in particular. Tt is also 
comparatively poorer in all states with rogerd to the intro- 


duction of semi~solid food 3 d feeding during the attack of 


diarrhoea, which are 06 crucially related to postnatal mortality. 


iv. ANMs in ۰ and Karnataka, whore the IMR is lowest, are found 
to be relatively more dissatisfied (i.e. o0-30-por cent) 
with remuneration; equipment and supply of modicines.as com- 


pered 0٥ other states. 
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Ttan Uttar Pradesh Madhya Orissa _Kamateka 

Le m D — D- ( ج‎ 7 La T 
— m tcd GR وه يل‎ = 7 REA =- E = in > adesh سو لله هداع جد‎ 2 E al. _Uxban __ 
Î. What type of pregnant Dai ۵ت‎ 50 61 85 35 67 


—€——— پو‎ TH 


women is considered 
lat risk"? ANM 91 90 90 93 89 


2. How many Tetanus toxoid Doi 71 63 52 92 88 
injections should be 
given to a pregnant 
woman? AM 91 98 96 9^. 99 


B. Is it nmal if the 071 6 73 62 91 
weight of the child 
remains the same at MM 68 80 97 86 93 
2 and 4 months? 


hl. At what age the child Dai 29 38 51 85 21 
should be given seni- : 
solid food? ANM ابا‎ 1,6 7 62 52 


5, At what age the child Da 22 33 51 8 91 
should be given DPT ¢:scéhli ۹ 62 95 8l, 96 
doses? 


6. Should the child be Dai 43 25 67 85 oh 


fed during an attack 2 : | 
71 2 1 jd 
of diarrhoea? ¿NM ابا‎ 34 70 22 85 


Note : Date, for Bombay Slums 6 not available, 


CHAPTER = 4 : ANALYSIS OF RISK FACTORS 


4.1 Analysis Strategy 

The macro-level analysis of profiles of communities, health 
workers and population groups was presented briefly in earlier 
Bhapter. Now, micro- “level analysis of Fisk factors is presented 


in this chapter. This analysis involves 4 steps. 


1 مےمہ‎ 1617۹7 stages in relation to the ۶۷ 
infant during which certain episodic, personal and 
environmental risk factors trigger off morbidity and 


precipitate mortality ra ther prominently i.e. 


i) pre-conception stage involving previous: fertility 
history : 
ii) prenatal stage involving the first 7 months ٢ 
pregnancy 
iii) peri-natal stage involving last 2 months of 
pregnancy and the first week after child birth 
iv) Post-natal stage involving one year of infancy 
after peri-natal stage 
v) Post-infancy stage involving fertility behaviour 
and intentions 
vi) Parenial stage involving the whole period mentioned 


above, and even extending beyond that. 


2. Identification of risk factors operating at each stage 
and influencing infant mortality, directly or indirectly, 
singly or Jointly, cumulatively or synergically. 

2. Calculation of prevalence and incidence rates and 
relative and attributable risks associated with each 
factor, 


Selection of appropriate interventions for different‏ د 


population groups on the basis of calculations indicated 


earlier, 
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Risk factors and possible interventions at each stage 


analysis of risk factors in 


are listed below followed by the 


the same sequence. 


List of Risk Factors and Interventions by Stages 


Interventions 


Pre-concep- 
tion 
counselling 


Contraceptive 
advice and 
services 


133 


Risk Factors 
Mother's age at child 
birth 


below 18 years‏ په 
above 35 742‏ - 


Grand multi-parity 
(more than 2) 


Preceding birth inter- 
val less than 2 years 
Previous pregnancy 
losses 

Previous pregnency 
complications 

Previous use of 
contraceptives 


1.1 


Stage (period) 


1. Pre-conception 
stage 
(Before the 
index child is 
born) 


Interventions 


Screening of "high- 


risk pregnant 
women 


regular health 
check-up 


ante-natal care 


4 immunization 


£ood supplemen- 
tation 


TEC on DIDE 
Factors 


maternity 
benefits 


2 referral 


۱ و »365 يس‎ 
Risk Factors 


Illness during 
pregnancy 


Lack of medical Care 
during illness 


deterioration in 
health 


loss of weight 


Inadequate dietary 
intake 


Steneous work LOr 
more than 3 hours 
in a day 


Inadequate rest 


Inadequate sleep 
No registration at 
clinic 

No health check-up 
No tetanus toxoid 


No iron tablets/ 
3 acid 


^ Smoking 


ete (period) 


Pre-natal stage 
(during the 
first 7 nonths 
of pregnancy) 


Interventions 


Trained TBA 


2 Safe delivery kit 


labour, placenta, 
cord management 


A referral 


hospital delivery 


carly detection 
of EIBK 


supply of blanket/ 
mosquito net 


Breast-feeding 


immunization BCG 
tetanus 


3.10Maternal supple- 


ments 


3. 11-0 
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Risk Factors 


Labour prolonged 
for more than 6 hrs. 


Pre-term delivery 


Breech presentetion 


Surgical delivery 
delivery at home 


delivery by TBA 


Low-birth weight 
(less than 4 ® 


Antepartum haemorrhage 


birth related 
complications 


Breast feeding from 
2nd or 3rd day 


Cholastrum not 
given 


age (Period) 


Peri-natal stage 
(during the 8th 
and 9th month 

of pregnancy 
and one week 
after birth) 


Interventions 


Breast-feeding 


check-up 


Seli-care 
mother craft 


IEC on health & 
nutrition 


common medicines 


oral rehydration 
therapy 


Supplementary 
fooding 


Growth monitoring 


maternity 
benefits 


immunization 
well-baby clinic 


Contraceptive 
advice and services 


contraceptive 
services 


TEC on risk 
factors 


No baby bonus 


و س در ۶ ۲ 
Risk Factors‏ 

4.1 Reduced breast- 
feeding 


4.2 Inađequate/late 
supplementary 
feeding 


4.9 Na immunizacion 


4.4 suffering from 
Illness 


4.5 suffering from 
malnutrition 

A,60 . Poort health in 
165 six months 

4.7 Weight loss in 
et Six months 

4,8 Growth retarded 
in 1st six months 


4.9 No medical care 
at birth 


4,10 No medical care a 


complication 


4,11 MO medical care a 


child's illness 
4.12700 renilar health 
check-ip 


TT: Prgnant after 
index child 

5.2 Nc preference EOE 
2:3 children 


$3 M preference for 
‘amily planning 


age (period) 


Post-natal 
stage 

(from the 
second week 
after birth 
to 1 year) 


5. Post-infancy 
stage 
(two years 


after infancy) 


Intorventions 
ITE c san filtered 
water 
iZ Environment 
sanitation 
6.3 Personal hygiene 
5 Blanket in winter 
. mosquito net 
M Common medicines 
at home 
644 Cross ventilation 
6,9 smokeless chullah 
6,9 electrification 
6.10 Family income 
supplementation 
6.11 Hospital fare 
6.12 Female literacy 
6.13 Women's 
organization 


1 هس 29 = و 


Risk Factors 


unsafe water from 
pond, river or 
well 


water not filtered 
before use 


open drainage and 
garbage around 
the house 


open/pit latrine 


Insufficient 
winter clothes 


lack of mosquito 
net 


No common medicines 
at home 


Kutcha house 

Poor ventilation 
Severe indoor smoke 
lack of electricity 


lack of adequate 
income 

lack of 42teracy 
lack of panuici- 
pation in women's 
organization 


6.1 


Perennial 
stage 
(all the 
time) 


I 
Ps 
O 
I 


The stage-visc analysis of risk factors is presented in a tabular 

form almost uniformly. In order to understand and interpret the sta- 
tistical results presented in these tablos little elaboration is necessary. 
On the top of each table, states and population groups are mentioned and 
on the left, risk factors and risk categories. For each risk category» 
under each state four figures are presented in a column. The first one 
refers to prevalence rate (PR) i.e. per cent live births in that category 
where risk factor is prevalent. The second one refers to incidence rate 
(IR) i.e. infant deaths per thousand live births in risk category per 
year. The third one refers to relative risk (RR) i.e. incidence rate 
of infent mortality in risk category divided by that in non-risk category. 
The fourth one refers to attributable risk (AR). 

The incidence rate (IR) refers to the number of infants dying per 
thousand live birth in risk category. The relative risk refers to the 
excess portion of infants dying due to risk as compared to non-risk 
category. For exemple if IR is 198 then 98 (198 - 100) times infant 
deaths are considered as excess deaths duc to risk factor. The attri- 
putable risk refers to that number of infant deaths which could be 
saved if risk is totally eliminated. 

The relative risk speaks for the importance of risk category 
and the attributable risk for the overall contribution attributable 
to risk category if the risk in given population is eliminated. If 
the relative risk is high but the prevalences rate is low then the net 
impact will be far less than a situation where relative risk is small 
but prevalence rate is high. ‘The attributable risk, which takes into 
account both relative risk and prevalence rate helps us to prioritize 
risk factors 0 accordingly interventions as well to eliminate risk. 
The relative risk, on the other hand, helps us to understand the 
gravity of risk factor or the danger about which we must be wary 


and watchful and do something promptly to eliminate ۰ 


A little explanation about the calculation of IR as IMR is necessary. 
According to the procedure described earlier all live births in the tast 
two were identified. Out of them 100% of those who did not survive 
and 50% of those who survived were included in the sample. Based on the 


ag 


0 


of the child, two groups were created i.c. one year old and above. 


HA 
y 
0 


number in ihe first group 8 used as a denominator, and out of them 
the number of all those who dicd was used as a numerator for computing 
IMR. The denominator was adjusted by multiplying the number of non- 
surviving. 

The results of the analysis of risk factors giving prevalence and 
incidence rates and relative and attributable risk for all sets of risk 
factors operating at the stages mentioned earlier are presented in Table 
۸۰1 to 4.25. Thby are solf-oxplanatory and with tho 8 provided here 
the intelligent reader can draw conclusions and inferences independantly. 
However, our own conclusions and suggestions are 8 arized in thc next 
chapter for the benefit of those who do not have time to go through these 


tables and understand the drama of risk factors. 
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above 35: 
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- Birth order/perity: 
above two: 
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192 236 oc 224 126 82 1 137 
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Table: 462: Prevalence Kate (PR), Inc.deice Rate (IR), Relative Risk (ER) 
with mother's sickness, 


and Attributable Risk (AR) associated 
uealth, loss of weight and smoking during pregn 
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هووب وا اس ت AA Áo‏ 


PR 16 59- 46 
IR 329 344 203 
RR noe 225 281 
AR Lr 72 83 
PR 21 19 3% 
IR 299 254 112 
RR 192. 125 129 
AR 20 5 8 
PR 9 af 22 
IR 314 354 123 
RR "D 190 191 
AR 20 15 20 
PR 2 او‎ Lg 
IR 161. 280 118 
RR 1g. 150 126 
AR 0 3 5 

EA 


Risk Factors/Cetegory 


Lack of modical care 
end sickness 


Poor health in general 


Loss of weight 


Smoking 


NK” 3 
Table 4.5 3 Prevalence Rate (PR), Incidence Rate (IR), Relative Risk (RR) 


end Attributable Risk (AR) associated with mother's dietary 
intake, work, sleep end rest during pregnancy 
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Risk Factors/Category “Uttar Pradesh 24 Orissa Kamgtaka  B'oay All 
: TE Hilly Rural Pradesh Rural Urben Slums States 
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Inadequate dietary PR 13 94 82 18 ae 49 238 77 
p^ i» mM 215 100 ٧ oaa o 
sp m: 320 131 isa 15 131 12 143 

AR 51 9 25 21 JE 15 لګ‎ 55 

Streneous work: PR 50 22 13 9 i14 9 5 16 
more then 7 in 4 40 106 E. 10 79 28 163 
peo 145 207 BE 41 147 163 

AR 21 14 14 8 5 و‎ eng 10 

j. Inadequate rest PR 6 14 25 pu 22 6 X 19 
IR 261 206 96 Ip ue] 1X 85 140 

9 1359 95 101 E i» 203 116 

AR 6 -l 0 28 5 10. Ml 3 

- Inadequate sleep PR 4 5 25 12 18 ee 45 
IN EMO 225 85 775-129. 0 131 
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Table 4,4: Prevalence Rate (PR) Incidencs Rate (TR) 
Relative Risk (RR) and Attributable Risk (AR) 
associated with pre-natal check-up and care 

received by the mother... 


Uttar Pradesh ۰ Orissa Karnataka Bom- hil 
Willy Rural Rural Urban bay States 

No registration PR 71 86 69 58, 94 97 19 71 

Bs IR 16 xl BU o 7 poze yi? 133 

RR 114 96 Till 1/4 149 109 159 15% 

AR 9 -5 3 45 46 9 21 22 

No regular health FR 24 58 65 54 15 15 27 42 

check-up IR 182 198 95 pos 101 16 97 138 

RR 141 85 ۲۳ 3167 وه‎ 136 121 

AR 10 -9 -2 26 -2 5 10 9 

. No tetanus toxcid FR 12 12 62 46 52 21 19 90 

received TR 152 228 106 231 115 99 124 155 

PR 136 142 131 201 93 186 201 174 

AR 26 e 19 A6 -2 18 19 2 

[e No iron-tables/ PR 70 85 66 49 21 25 E 53 

Folic acid received qp 149 002 104 232 113 98 125 153 
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Tablo 4.5 3 Prevalence Rete (PR), Incidence Rete (IR), Relative Risk (RR) 
ond Attributable Risk (AR) associated with obstetrical factors 


.. Reevious pregnancy PR 1 5 7 10 31. 5 17 7 

لل 95 — موہ ن٢‏ 103 27 571 IR‏ وس رس تن 

RR 416 Hî 20% E 32» 320 ee 

AR - 1 1 1 5 T 5 3 

2. Incomplete tem PR 37 8 5 4 4 5 6 6 

IR 168 481 393 = 889 266 . 500 : ۲‏ که 

RR .423 240 319 و‎ 349 9327 — 398 297 

AR 4 11 14 Dos وو‎ 49 — 9B 12 

2. Duration of labour PR 45 16 4 58 55 24 25 46 

for more than 6 hrs m 197 218 ت‎ 5194 a6 Oc r 

RR 205 111 109 350 15 145 er 

AR 47 8 4 29 ES 11 0 29 

4. Antopertun hecmorrh- PR 24. 55 15 22 79 50 18 77 

nges birth-related IR 259 080 012 456 180 154 85 193 
complications 

BH gee 146 27 213 205 255 2 181 

AR 34 17 20 38 d 76 2 22 
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and Attributable Ri 


د —— 


Risk Factors/ Category 
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bnomal presentation m PR ES 
2 DY IR 19 
RR 98 
AR 0 
Surgiccl/ceezerien PR Y 
delivery IR 208 
88 192 
ÀR 4 
Delivery at home PR 92 
TR XI 
RR 6 
AR - 6 
Delivery ۷7 Traditional PR TO 
birth attendent (TBA) ni لات‎ 
RR 134 
AR 24 
No post-netel 6 ck up PR 86 
in X 
RR 438 
AR +07 
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Table, 7و4‎ 4 Prevalence Reto (PR), Incidence 
and Attributable Risk (AR) associated with Preast-fe: 


Supplementary feeding end immunization 


A‏ ومو وم ہے 


ladhya 


“Tika bar Pradesh 
“Hilly Rural 


18 
392 
227 

22 


9 
344 
282 
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isk factors/Cetegory 


Low birth rate:Less than 
5 kg. 


irth-related complications 


Inadeguate breast-feeding 
9 e 


۷ 
Tnadequate supplementary 
feeding 


Not immunized-BCG, Polio, 
DP 


Status 


13 
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Suger/Jaggery (upto 1 
ا‎ spoon) 4۸4 64 68 9 Al 45 49 58 
Eggs (in a week) upto 6 73 94 94 16 p ul 5 84 
at/fish (i eek) upto 
Meat/fish (in a w m m = - e E 65 په‎ T 77 
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Orissa 
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Hilly Rural Pradesh 


Symptoms of discasef 
malnutrition 
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During pregnancy 


previous pregnancy 

loses 11 
previous pregnenoy 
complications 
Palour 

Oedema 

Convulsions 
Malaria 

Gemman Measles 
Heart disease 
Tuberculosis 


0 او 
سات دن 
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During delivery 

Excessive bleeding before 
onset of labour 18 
Excessive bleeding after 
delivery 

Rupture of perineal 

region 1 
On-set labour before 8 
months EI 
Prolonged labour for more 
than 6 hrs 55 
Breech presentation i5 
Traditional birth 
attendent 16 
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10 Diabetes 

11 Renal infection 
12 Hypertension 
13 5 

14 Accident/injury 
15 Poor health 
16Lose of weight 
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1987-88, 

The main purpose of this project was vo identify risk factors res- 
ponsible for infent mortality, exeminc 6 relationship with fertility 
and suggest saterventions io bring down both infant mortality and fertility 
in different population groups such as hilly, tribal, zural, wrban and 
slum area 

Tt was ٢٣ مې‎ by the concern for Gistressingly high levels snd 
unpardonably slow r trends of infant mortality, and guided by the conviction 


= 7 fa) K a کت‎ OPE es Y E 2 A" A x ٠ 
+ and fertility rates must fall rayidly 6 simul ta- 


ل[ 


thet infant mortel 
neously by removing inequities in the distribution of resources and 
services with the holp of strong political will without any delay. 
5.2 Unique features 
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This is a unique project end first cf its own kind in many ۰ 


O 


Firstly it is à Coa 95 isv.stigatéon to be followed by the exp.ri- 


mentation with interventions. Tu ñas fas reaching practical and policy 


ig not vo make ogtimations end‏ وح ورجد ربب مود 
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generelizaticr end develo: theories ana i odels to nave indepth under- 
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orks of risk factors and develop practica. 
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standing of the compiox reuwo- 


and pragmatic program of interventions to control 7 Thirdly, ii 
follows risk approach which integrates both medical end social science 
approaches to this twin problem and seeks to offer solutions wnich will 
work and produce results. Tourthly, 1% taces not only the span of child! 
life of 9 months before and 12 months after the birth but goes even 
beyond to find cut what risk factors 8 when, wL2:e and how in order 
to know what inverven tions will work when, where and how to prevent, 
Fifth it takes into account the 
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reduce end eliminate risk factors. اط ا ےط‎ 


whole range of risk factors, looks at them in totrlity and determines 
their relative and attributable risks to the life of infants with a 
view to control them. It deals with only those risk factors which con, 
should end must be controlled at once and at any cost. Lastly, it firmly 
belicves that the scientific knowledge must be used by the people who 
provided data for changing tho conditions end circumstences under which 
infant dies and may continue to die without timely interventions 
5.5 Coverage end sempling 

For the purpose of this project thus described 3 hilly and 5 rural 
districts of Uttar Pradesh, 10 rurel ond tribal districts of Madhya 
Pradesh, 5 tribal districts of Orissa, 5 districts (with interlocked r 7 
sample of rurel and urben areas) of Karnataka and 10 slums of Bombay were 
selected purposively on the basis of predominance of thet characteristics. 
In each districtstwo blocks were selected purposively i.e. one with and 
one without the intervention progremme like integrated child development 
services (1028) or Universal Immunization 6 (UIP). In each block 
10 clusters of 150 households were selected randomly while ensuring geo- 
graphical, representation at each stage of the sampling. At the last stage 
achovule=3 for the household was canvassed to enumerate end list all usual 
resident members of houscholds in terms of basis demographic parameters. 
Having identified mothers who have had live birlis in the Last two years, 
schodule-4 for mothers was canvassed to every mother whose chila vic not 
survive and every altemative ono whose child survived, with a view to 
probe into all risk factors which were operating at pre~ conception, 


pre-natal, peri=natal, neo-natal,post-neo-natal, and post infancy stages. 


In addition to this data regarding ossential health, educational 


structural facilities available and accessible at the communi ty 
schedule-1 and data about education, training 


tness of knowledge about 


and infra 


level were collected through 
job satisfaction and correc 


service, experience, 
ected from Deis, AM and other grass- 


risk factors and situation were coll 


ding health and fomily welfare services, through 


root health workers provi 


scaedule-2. 


I 
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5.4 
5.4 Analysis of Profile . 


Based on these data, analysis of profikes of communities, health 
workers and population groups was done and presented in Chapter-3 which 
broughtout the following conclusions: 

i in order to tackle the twin problem of high infent mortality 
end fertility basic facilities like trained Deis, Health Guides, 
Angenwedi, Primary School, non-formal education centre, women's 
organisation, motorable road end electricity, which are still 
absent, inadequate, defunct or mismanaged in many communities 
are absolutely essential. The higher level fectlities such as 
ANMs and sub-centres should be available with-n 5 kilometers e 
and the rest still higher level services like primary health 
centre, private/governnent doctor and hospital, drug stores 
etc. should be available within 10 kilometers from communities. 
Facilities within communities are far mote effective than those 
within 5 or 10 kilometers. 

ii. Health, educational and infrastructural fnéhlities within 
communities are necessary put not sufficient to take care of the 
problem. They mist be complemented end supplemented, linked 
end integrated in a nested hierarchy with higher-order services 
for efficient end equitable datribıtion of healw: هه‎ family 
welfare services and bring down infant mortality and fertility. ! 

iii.Tho facilities mentioned above without essential training in 
اسم‎ tasks related to child survival which Deis, ANM and 


^ 3 5 y 
other health workers are supposed to perform has no meaning « 
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This training which was 7 essential for Dals found to be 


: : aa ay Ttc V 
inadeguate end unsatisfactory to a great extent and for ANMs 
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to some extente Even 6 correctness of their knowledg 


and interventions ہد‎ control them 


: ۱ | 
even among ھ٤8‎ particularly wi th | 
| 


about mejor risk factors 


was far from satisfactory 


5 : : ca 21 retion therapi 
regard to supplementary feeding and oral rehydr py. 


iv, 6 percentage of currently married women who got married 
* 


before the legal age of 18 was as high as 90 in MePe, 87 


in hilly ۰ and that of those who even conceived before 


t 
۹2 


that legal age wes 59 in M.F, e. 45 in mire, Karnataka. 
The general fertility rate vario? from 91 in Bombay slums to 


230 in rural UP, eni in en ۳ mortality rate ran ged fron 64 in urban 


f 
Kaimeteka to 214 in rural U.P. The infant mortality rate was generally 


higher among mates than females in all states s ud in hilly U.P. and 


8 
its neo-natel rete was eround 60% cf the total infant mortality rate 


in most of the population groups. 
0 x 


5.4 Analysis of Rid Fac actors 


From the state-wise analysis and inter-state comp: tisons of risk 
factors in tems of prevalence and incidence rates as vell as relative 
and attributable risks, interesting and meaningful pat'»rns and con- 
figurations of rick factors operating at various level: emerged rather 
consistently and distinctly which are presented and suimarised here 
rather briefly. 
5.4.1Pre-concep tion end post-infency stage 


At the pre-conception stage where risk factors related to previous 
maternal, fertility and pregnency history interact and combine with one 
another to produce outcome of infent mortality later on. It brings 
out a simple fact very clearly thay tine history of previous pregnancy 
complication, 3 مد‎ oof ints death has a tendancy to 


repeat itself unless it is cffectively intervened, Similarly if a 


woman bears children too early 96 18) or too later(after 35), 


1 2 N : ۰ 
too close (within 0 years) or ioo many (more ihan tio) she carried 
with her the risk for her next child too. ‘There also appears the 
vicious circle of having too early, too often and too many children 


which leads to more pregnancy complications, losses and infant deaths, 


which in turn leads to the temptation or foolishness to have again too 


“A ez t‏ ؟ 
many, too late adding further risk for the life of the next child‏ 


cumulatively. This is further confirmed and substantiated by the 
analysis of risk factor operating al post-infancy 96 later on. 
About 5 - 10% women became pregnency within one year from the 

birth of index child end in all states the infant mortality rate 


1 


was 200% higher then the rest. t was over 500% in Karnataka, This 
confirmed the replacement or insurence hypothesis of child survival in 
concrete behaviour terms. Even in intentional terms desire to have 
more children to ensure the survival of the required nunber and to 
replace one or have more in place of oarlior dcath was 132% stronger 
then the rest. Perhaps behaviour is a better proof of child survival 
hypothesis then the intention or desire which was found to be just 

the opposite in hilly U.P., rurel Karnateka and Bombay sluts. 

Fenily Plenning is the best intervention to break this vicious 
circle. Identification of high parity women with traunatic history 
of previous pregnancy complications, on losses and infant deaths, 
who elso happen to be above 35 years in all probability end provision 
of contraceptive advice and services both by health and femily planning 
workers is the most importent cad urgent task. Prevention is better 
then cure, This must be done before they become pregnont and run the 
risk. 

No doubt it is difficult task perticularly in hilly U.P., Orissa 
and Kamataka where women did not prefer any fanily planning methods, 
inspite of higher relative risk of infant deaths. In U.P,, urban 
Karnataka and Bombay slums infent mortality rate was substantially 
higher in case of those women who did not use contraceptives before. 
This proves the point made here that if contraceptives 6 not used 
ag an intervention in this case, infant mortality cannot be reduced. 


5.4.2Prc-notol Stage 
At the pre-natal stet", mother! s oriill-healtE 227870 to 


5 A Mu. : edema <£ maer ia re lt- 
palour, malaria, german measles, convulsions, ogede na and snacnle su 


ing into loss of weight; inadequate dietary intake particularly that 


of eggs, neat, fish end nilk; lack of medical care at sickness and 


>» 34 ud ATO اچ‎ í 1 1 : tablets 
lack of pro-natel care 12 the fom of tetanus toxoid, iron 8 


and folic acid 262860 as the most importent risk factors in all 
od as an important factor with 


population groups. Smoking also 8٤ 
more than 160% relative risk in all states. In Orissa where 70% 
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women smoke, i: was the most hazardous, ‘Invariably these risks erc 
closely associated with women below poverty as shown later on. It is ہیں‎ 
therefore suggested to identify women below poverty line on the basis شي‎ 


of severity and chronicity of discases and inadequacy of dietary intake! لي‎ 
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register them at clinic; provide suppleuentary food and health and \ 
nutrition education through women's organisations; infection treatment 
tetanus toxoid, iron tablets end folic acid and regular check-up while 
keeping watch on their health and weight. 

At the peri-natal stage, the following factors were considered 
end analyz:d as risk factors i.c. pre-tem, prolonged labour, ante- 
partum hacmorrage, breech presentation, surgical delivery, home 
delivery, traditional birth attendance, low-birth-wéight of less than 
2.5 kg, and other complications experienced by the child et birth such 
as birth injury end cord infection, cyanosis and icterus, convulsions 
respiratory distress, malformation, abdominal distension and poor 
feeding ctc., the lack of medical treatment during these problems 
and denial of cholestrum and breast-feeding from the first day. 

Analysis of these risk factors has shown that birth related 
complications for mothers (mainly antepartum hacnorrage which was 
prevelont in more then 30% cases) and also for the new born (mainly 
immaturity end low birth-weight, cord infection and birth injurty 
respiratory distress, cyanosis and icterus and poor breast foeding) 
aro more common and serious than oven the best doctors can imagine. 
fn the absence of proper medical attention, care and supervision 
these problems which necd prompt interventions became worse adding 
Except in urban areas of Karnataka and slums of Bombay, 


o traditional birth 


risk manifold. 
about 70 to 90% deliveries arc attended by th 


attendant called Dai who is often untrained and ill-equipped in safe 


and modern methods. Keeping this syndrome 
e and effective ones ۰ 

safe delivery kit depending on 
end knowledge of risk factors 


in view the following interventions 


are perhaps most appropriet 
ie treining of Deis, provision of 
the case load, common medicines, 


for early detection and tinely referral 


ii, Screening of high risk nothers end babies and provision of 
o > > 

intensive, hospital-based (if neces ary) peri-natal and natal 
cero through sy stenatic and regular visits of ANMs end doctors. 


5.4.5 Post-nrtel Stage 
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At the postnatal Sages another sct of risk factors were analysed 
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carefully i.e. inadequete breast-feeding enc sunplementery feeding, lack 
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f immunization for BCG, Polio and DPT, poor hoalth status, infections, 
malnutrition and growth faultering. 
3 : ۲ e i3 " مہ‎ ir + a : اوو‎ "€ mn i 
Buring the first six months که‎ 8 breast feeding and self-care 
including oral rehydration therapy, immunisation anc growth monitoring 6 
obviously the most powerful interventions elroady reomgnizca by the developing 
world. The problematic aspect is not the short duroticn but denial of 
cholestrum or first milk from tho first day at birth, stoppage of breast milk 
during the attacks of sickness like diarrhoea end poor personal hygione. 


Fducetion is needed on this aspect for all mothers elong with supplementary 


cAmong the 8 which effect infants the following ore more 
prevalent, sorious and fetal in the order of importance 1.c. causes peculiar 
to infancy (mentioned earlier), other clear symptoms (mainly tetanus, jaundice, 
measles), digestive disorders (mainly gostró-onteritis and dysentery)» coughs 
(mainly pneumonie and prochitis), fevers (mainly meloria) and circulatory 
(mainly anaemia). 

The symptoms of malnutrition anplar during the second nalf of infant's 

life in about 4 to 8 per cent cases with the relative risk of over 400 per cent. 

Perhaps the most appropriate intorvontion that is takon for granted but 
often ignored seriously is nother craft or self-care. This involves close 
interaction between mothers and dais, 5 and Honlth Educators and continuous 
process of dielogue and education. Not many mothers know the bost 


methods of bathing, cleaning, fondling «nc rocking bobiss, pre-lacteal, boast 


and supplementary feeding end weaving practices) risk factors and interventions 


to control themselves, environmental and porsonel hygiene; best traditional, 
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indignoous, berbal, folk nnd home “omedios and 8 ۰ This kind of education 


. s “Care 1 x 2 i dema 
alone con make then perfect in mother craft, self-care and increase their Jemand 


for use of primary health care services at various stages mentioned earlier. 


3 xpo ١ to differe ass-media for health 
Generally, ths degree of exposure to different mass modi alti 


-— Le E & بم سل‎ < 1 1 Pe 
information was found to be extremely 7 xcept in 7 aka cities and 


: : : adio وج‎ a popular medium. Radio and 
Bombay slums as populetion groups and radio 22 * pop 
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osters can ba most effective : دو ها‎ ۸ 5 1 
p € ectively used for this purpose because of their reach end 


penetration on the one 6 and neither cash nor literacy is needed to learn from 


them on the other. 

Personal contacts with health workers like Doi, ANM, private and government || 
doctor for pre-natal and post-natal care are far and few. As compared to pre-nata | 
stage, contacts and visits for clieck-up, referral and follow-up are more erratic 
end scare during post-natal care. People have a tendenoy to go to ANM or Doctor 
only as a last resort particularly when the problem becomes serious and goss 
beyond control. This perhaps is the reason \shy infant mortality reto is found to 


be higher among those in touch with ANMs and doctors than among those who are not. 


5.4.4.  Perenial Stage 


_At the perenial stage, which involves all stages, environmental factors 
aro at work. They include uso of water from vond/river or well, use of unfiltered 
wator, open drainage and garbage disposal near the house, open/pit latrine through 
which infections and diseases spread; kutcha house, poor entilaticn, severe smoke 
and lack of clectricity which make life of mother and child uncomfortable, miseratle 
and vulnerabie in many ways; lack or insufficiency of warm clothes, mosquito ncts 
and common medicines which can protect or cure the infant from cold end malaria; 
and working class background, poverty and illiteracy of parents and lack of 
perticipation in women's organisation, which restrict the opportunities and deny 
acesss to resources and services» 

Analysis of these perenisl risk factors which operate at all levels, all she 
time brought our number of interesting findings. 

Firstly, . these factors «re nothing but different facets of poverty 
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defined as lack of necessities of life. Correletional analysis has brought out 


extremely clearly that poverty implics two dimensions i.e. lack o: access to 


resources or necessitics of life such as housing, clothes, sanitation, drinking 


water, education and heelth information through mass media. Except in Orissa 


2 factors و‎ i and significant elated 5 
and Hilly Uttar Pradesh, all these factors are highly enc significantly related 0 


monthly household income of less than Rs 500 as a crude proxy C poverty. It is 


E another set : 8 8 3 ] access 
also found to be significantly related tc another sev of factors implying 1 


to medical care or health services for mother and child at biria, complication cv 


sickness. 
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It is because of these significo; correlations, poverty operates at all 
^ ہی‎ 8 ha ime 1 5 7 ۹ Tele: Y ۳ : 1 
Stages all the time, in all forms an? takes tho heavicst toll of infant life in 
e far more devastating manner than tho war, fenine or disease, This nrobably was 
e Ir a 1 ہہ‎ 1 ^ 1 Y 
the reason why Blake hes said, ٥ sooner murder an infant in its cradle than nurse 
a : > Ar 11 D مد‎ rnc: tha € po 
unected desires." That probably was the rsason why Wesley aske و‎ " And must I, Lord, 
bring forth a child for Satan to devour." Poverty triggers off, through 
malnutrition, disease and ignorance prscipitates the chain of morbid events to infant 
deaths. 
It is for this reason alone it is suggested to introduce a comprehensive | 


scheme of Fam’ ly income supplement, particularly for low-wage earning workers 


beiow poverty line, which may include suoply of free milk and vitamins to mothers | 
/ 
atleast for one year, i.e. 6 months before and 6 months after the child birth; | 


hospital fare to enable mothers to visit PHC or hospital on referral; items like 
mosquito nets in melaria zones, little blankets for babics in colder zones end com ior | 
medicines for infants! mothers in zones where there are no doctors. It was found | 
that the risk to infent life is almost 150 per cont in summer in rural U.P., M.P., | 
and rural Karnataka and almost sano in winter in rural U.P. and Orissa due to | 
lack of insufficionty of blanket, mosquito net and common medicines. / 
Except in urban Karnataka ard Bombay slums where tap or pump is available, 


the percentage of mothers using unsafe and contaminated water from pond, river or; 


well was around 90 per cent in Orisso, , 23 60 to 70 per cent in U.P. and M.P. 
The percentage of those who use this water 


uno 


and 44 per cent in rural Karnataka.. 
without filteration is above 90 per cent in all thess areas, and between 50 to 75 


NA 


in urban Karnateka and Bombay slums. If sefe drinking water source cannot be mac 


aveileble to rural people even efter AO years 5 independence, then tho simplest 


invention would be to make people boil and filter water before it is used for th 


^ awe ^ ] 1 1 
baby atleast for tho first six months of her life. Safe water to save the chil:.} 


Anong senitation items open/pit lat is the most hazardous but used 
by over 90 per cent in all rural population groups. 


Except in M.P. and rural Karnataka, severe smoke in the kitchen and 7 


aged the risk to infant life by 150 per cent. 


it not possible to provide smokeless 


ventilation. in the house hes 8 
ppropriate te schnology, is 
ngulabh Sauchalaya™ on a commurity or even 


٨ 


In the name of 


chullahs on a subsidy basis and 


save the life of infants. If government cannot afford to 
ات 7 باع تر‎ 2 = 


commercial basis to 


bo. 


rovide these basi aro minin ix UU : 1 
e these basic, bare minimum needs then why can't people organise themselvos. 
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The nalaysis of socio-cconcmio risk factors liko working class background, 


overty and illiteracy of parents and lack of participation in women's organisations 
veals that lack of participation in women's organisations means 160 per cent 
orc infant deaths. Among occupational catagories wage labourers aro in the most 
disadvantageous position running more than 220 por cent risk to their infants. The 


children of migrant labourers dis soon and dic more because they are deprived of 
attcntion and care, exposed to hazards and risks nformally associated with their 
jobs besides poverty. Creches might be the solution to this problem. 

So far relative importance and contribution of risk factors was judged on 
the basis of prevalence and incidence ratos ond relative and attributable risks 
associated with different factors operating at different stages. 


5.4.5 Risk-factors as Determinants 
Multiple regression was also used to identify risk factors as determinants 
of infant mortality after controlling the effects of other variables on each other. 


The determinants are chosen on the basis of beta coefficients and arranged in 


ao 


descending order state by state as follows 


1. Hilly areas of Uttar Pradesh 


ہیں کد سا 


JA 


Led - > 
hours 3 


1.1 Strenucus work for more than 4 
1.2 Faultered growth of child; 

1.5 Inadequate sunvlomentary feeding; 

1.4 Previous pregnency losses; 

Lack of immunization of child;‏ 5و1 

1.6 Symptoms of malnutrition, 

1.7 Poor health of mother; 

1.8 Poor health of child; 

1.9 Poor housing; 

(50 per cent infant deaths are duc to these risk factors) 
2. Rural arcos of Uttar Pradesh 

2.1 Poor health of child; 

2.2 Faultered growth of child; 

2,3 Inadequate supplementary foeding; 

EM tack cf immunise tion of child; 


2.5 Symptoms of malnutrition: 
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2.6 Inadequate breastfocding; 

2.7 Grand multi-parity; 

2.8 Low Birth Weight baby; 

2.9 Intercurrent illnssses; 

2.10 Labour conplic-tions;. 

2.11 Leck of tetenus toxoide and iron tablets: 


2.12 No previous use of contraceptives; 


چک 


2.15 Poor sanitation; | 

( 48 per cent infant deaths are due to these risk factors) 
2. Madlıya Pradesh 

3.1 Inadequate supplementary feeding; 

5.2 Poor health of child; 

3.3 Faultered growth of child; 

5.4 Inadequate dietary intake of mother; 

3.5 Lack of immunisction of child; 

4.6 No previous use of contraceptives: || 


(62 per cent infant deaths are due to these risk factors) 


4. Orissa 

4.1 Inadequate supplementary feeding; 
4.2 Lack of immunisation of childs 

4.3 Lack of participation in wonsn'!s associations; 
A.4 Unsafe drinking water; —/ 

4.5 Low income; 

4.6 Cholastrun not given; 

۸۰7 Low birth woight baby; 

4.8 Poor health of child; 

4.9 Traditional birth atiendant; 

4.10 Labour complications; 

4.11 Inadequate dietary intake of mother; 
4.12 Poor health of mother; 


۱ لچ £3 = 1 هر‎ ۱ 
(62 por cont infant dos 8 duo to these risk facto * 
C ا‎ 


5 Rural Areas of Kornateke 
5.1 Poor health of child: 

5.2 Inadequate broast-fseding; 
5.3 Iilness of child; 

5.4 Lack of immunisation of child; 

5.5 Grand multi-parity; 

5.6 Cholastrum not given; 

5.7 No participation in women's orgenisetions; 

5.8 Traditional Birth Attendant; 

5.9 Strenuous work for more than 3 hours a day; 
5.10 Labour complications 

5.11 Non-use of mass modis for health information; 
5.12 Delivery complications 

5.13 Child-birth complications; 

5.14 Preceding birth interval of less than 2 years; 
5.15 No previous use of contraceptives; // 


5.16 Poor sanitation; 


(48 per cent infent deaths are due 0 these risk factors) 


6. Urban areas of Karnataka. 
6.1 Illnsss of child; 

6.2 Birth complications; 

6.3 Inadequat: winter clothes; 
6.4 Symptoms of malnutrition; 
6.5 Stromuous work for more then 3 hours ہ‎ day 

6.5 Treditionel Birth Attendant; 

6.7 Immaturity; 

6.8 Contreceptives not used before j 1 

6.9 Preceding birth intorval of loss than 2 years; 

(48 por cent infant deaths oro duc to thcse risk factors) 
T. Blum areas of Romper 

7.1 Inadequate b breast feeding; 

Tee Lack of immunisation of child; 
1,3 Inadequate supplementary feeding: 


An womon's organisations; 
7.4 Lack of participation د‎ womon's organisa s 


: 2 . aue to these risk factors 
(42 per cent infant deaths are due to these 4 ) 


۔ خر 
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ate-wise list of risk-factors as significant determinants of 
nfant mortality bring out that و‎ 
(i) prioritics aro different from ono arca to enothor and 


(ii) over 50 per cont infant cecths are dus to the risk factors listed. 


‘The draw-backs of multiple regressicn is thet it doos not bring out 
nteractive, multiplicative or synergistic effects of risk factors on infant 
mortality and distant and indirect risk factors which are often crucial tum out 
o be insignificant. 

A simple analysis of risk factors using relative and attributable risks 
f factors operating at various stages logically conccived is fer more superior 
to multiple regression analysis. It gives all details that are required to plan, 
implement, monitor ond cvclu2te interventions in specific terms. 

5.4.6 Towards Interventions 

A good intervention strategy be worked out for any area on the basis of 
knowledge of these risk factors verified on the ground by the communities and 
health workers jointly. Using tho principles cf ontitlement of the child and 
empoweznent cf mothers and health workers, interventions can be planned, experimented 
with, monitored end evaluated for thcir efficacy and effectiveness, practicality 
end feasibility in any given ares of primery health centre with the full cooperation 
and participation of communitics and health workers and periferal inputs and support 
from the organisation like FPF sud IDRC not only to give back the knowledge of 
risk factors obtained from them to themselves but also to equip them with necessary 


capabilities. Skills and ۵ to control them in accordance with local conditions 
and priorities. 


Intervention strategy brsed cn the ans lysis of risk factors will require, 


1 3 1 1 ^ 7 
in addition, +. careful appraisal o of the working of the health services, piens for 


+ MV ric a 1 34350 : P 1 m ٩ 1c 
their improvement and some ostimates of the possibilities oi change. This 


will involve a description of community resources, including health and other social 
alth related personnel, 


the servicos provided, their utilisation, 


agencies and health and hë a simple management information 


system to know the population at risk, 


hi ygi 4 be usca to extond coverage, to change 
and the results echicvod. This system can be used to extend c ge; g 


: T had; 7 ho basi 8 G es" match of need 
and to modify the referral chain cn the basis of the best matei 


practices 
with continuous monitoring and feedback, 


with facility. Such roorgenisetion 


PT. 


has clear implications for training enc supervision and for the organisation 
of the hcalth services generally. 

Implementation of interventions based on the analysis of risk factors 
should be directed at mothers and children and grass-root health and family 
planning workers and should have effects on tho whole health and social systems. 
Success will, however, depend first end foremost on an ability and willingness 
to reallocate resources and on a health care system that is capable of change 
and eager for improvement. Professional conservatism and political resistence 
are but two of the many potential-barricrs tc implementation. Without the 
requisite political commitmont vo the noble goal of health for all, the 
redressal of inequities is not possible and without which infent mortslity rates end 
subsequently fertility retos will not fall on their own without timely and 
affective interventions. 


"Time has come to establish the principle that children belong 
to the Republic before they belong to their parents." 


- Danton 
"state must distinguish between the right to live and right 


to give life." 
- Gunther 
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